Dr. WV. G. WYLLIE said there was very little choice of diagnosis in this case. It was one either of intracranial cyst or of porencephaly. Seeing that fluid had been obtained in the region of the anterior fontanelle, it probably came from a cranial cyst, as a porencephalic cyst was likely to be at a lower level near the island of Reil. The accident in August and the absence of symptoms until two months later fitted in with cases of dural haemorrhages in adults in which it took two or three months, or even longer, for symptoms of epilepsy or delayed cerebration to appear. His diagnosis was, therefore, intracranial cyst.
As the cyst had already been tapped and considerable fluid evacuated, one would be tempted to leave it alone, but an exploratory operation would not be a serious procedure.
Paralysis of Right Upper Extremity following Accident.-ERIC I. LLOYD, F.R.C.S.
Boy, aged 2 years and 10 months, knocked down by motor-car, June, 1929. Details of accident lacking, but patient was unconscious for forty-five minutes. No vomiting or convulsions. Accident was immediately followed by paralysis of whole right upper extremity, and this has persisted.
First seen at Great Ormond Street Hospital, January, 1930. Rhomboids, spinati, teres major and serratus magnus are unaffected; all other muscles of the limb are paralysed, and do not respond to faradic current. Limb anaesthetic except for intercosto-humeral segment. X-ray examination negative. Sympathetic nervous system not involved.
The PRESIDENT said he had operated on five patients whose nerves had been injured at birth, as well as on others injured after birth. In the traumatic cases resulting from motorcar accidents the injury was usually very extensive, and of the " whole plexus " type. As a rule these cases were practically hopeless. In most of them the lesion was close to or inside the neural canal. In his last case the fifth nerve was found to be damaged; it was obviously fibrous outside the vertebral canal. The 6th, 7th and 8th were practically normal, i.e., up to the neural canal, but failed to give any response to stimulation. The nerves in these cases were pulled out by the roots from the cord, and in most cases the sympathetic was affected.
The present case seemed more hopeful, as there appeared to be a chance of finding the lesion amenable to surgery in at least some of the nerves. Boyer had reported a ease, years ago, in a woman who, after her death a long time subsequent to the injury, was found to have even the opposite side of the cord damaged, the nerves having been pulled out by the roots.
Coarctation of the Aorta.-W. G. WYLLIE, M.D. E. S., a girl, aged 5 years and 6 months. Cardiac and vascular condition noted on routine examination. No subjective symptoms. The heart is enlarged to the left (confirmed by skiagram). Heart sounds loud and forcible. Systolic bruit audible over praecordia, louder towards base. No thrill. Marked suprasternal pulsation, but no evidence of collateral circulation.
Blood-pressure in arms = 170 mm.; pulse big. No pulsation felt in femoral or dorsalis pedis arteries. There is possibly more than one deformity in this case. The basal systolic murmur suggests subaortic stenosis. The narrowing of the aorta presumably is beyond thb origin of the subclavian, as the pulse in the arms is so easily felt.
Discussion.-Dr. PARKES WEBER said he agreed with Dr. Wyllie that this case was one of stenosis (coarctation) of the aortic isthmus. Possibly some pulsating subcutaneous arteries of the collateral circulation would become palpable later on. In cases of aortic isthmus stenosis, a slight abnormality of the aortic valves had occasionally been discovered by postmortem examination, a fact that might help to explain the systolic murmur at the base of the heart in the present case.
Dr. BERNARD SCHLESINGER agreed with Dr. Wyllie's diagnosis; he thought that he co-ald definitely feel thickening of the subscapular artery in this case, which was additional evidence of coarctation of the aorta. He did not think it was necessary to presume that there was also a lesion at the aortic valve, such as sub-aortic stenosis. In a similar case which he (the speaker) had shown recently at a meeting of this Section' the basal murmur 1 Proceedings, 1929, xxiii, 119 (Sect. Dis. in Child., 11). and Corrigan's pulse were considered to be due to aortic regurgitation caused by the greatly increased blood-pressure in the aorta.
Dr. WYLLIE, in reply, said he considered that the pulse was well sustained and not of the Corrigan type.
A. B., a girl aged 9 years. When 3 years old had ptosis of right eye; recovered in a short time. Broncho-pneumonia soon afterwards. After recovery from the pneumonia, left eyelid drooped for a few days. Pertussis at 4 years; scarlet fever at 5 years. At 6k years, ptosis of the right eye followed by proptosis in a week's time and lasting several weeks. There is still slight exophthalmos of the right eye. Left exophthalmos occurred while the prominence of the right eye was diminishing and has persisted since. 
